INTRODUCTION
Epilepsy is one of the major chronic neurological disorders characterized recurrent seizures which are relatively a common condition that may affect anyone, at any unpredictable age and location of the brain. A seizure happens when abnormal electrical activity in the brain causes an involuntary change in body movement or function, sensation, awareness, or behavior. These seizures may vary from a temporary disruption of the senses to short periods of unconsciousness or staring spells and convulsions. The terms Epilepsy and seizure disorder are interchangeably used. Epilepsy is a chronic disorder mostly caused by several conditions hampering an individual's brain such as stroke, alcohol or drug effects, complications during childbirth, infections such as meningitis, encephalitis, cysticercosis or brain abscess and certain genetic or inherited disorders [1, 2] .
Epilepsy is basically divided into two types: partial; when electrical activity occurs in a specific area of the brain and generalized involving the seizure of the entire brain. Apparently these kind of seizures may start as "partial" followed by converting itself into a "generalized" one [3] . Furthermore, generalized seizures have subtypes such as absence, atonic, tonic, myoclonic and tonic-clonic. Diagnosis of Epilepsy's based on an accurate description by those who had witnessed the conditions, situations and the frequency. It is confirmed by electroencephalogram but absence of characteristic abnormalities does not exclude a diagnosis of epilepsy if the clinical evidence is strong. Accurate diagnosis of the type of seizure is important in determining which medication is most likely to be effective, and for prognosis and lifestyle advice [4] .About two thirds of all people with epilepsy will be well-controlled with AEDs and some will go into remission and be able to come off medication. Most people with epilepsy will need some degree of specialist overview of their management but the general practitioner is well placed to play a major role in coordinating both diagnosis and treatment [5] .
Among the world population, 50 million people are reported to be affected by epilepsy and approximately 85% are the ones residing in developing countries. It has been estimated that 10% of the world's population who live a normal lifespan can expect to have at least one epileptic seizure [6] . Throughout the world, epileptic patients are forced to face social stigma and discrimination; in addition, they are deprived from disclosing their condition or to seek any proper treatment, the reason why epilepsy continues to grow as a stigmatizing disease among the developing countries. Recently conducted knowledge, surveys attitude and practice studies on stigmatization, prevalence, awareness, epidemic and endemic studies from developed countries have shown an emergence of a positive attitude and behavior towards epilepsy treatment and management. As education plays a major role, educated individuals seem to express a positive perception for epilepsy; however, erroneous belief still prevails in innumerable areas with lack of education [7] [8] [9] .
In countries Such as United States and Denmark, enhanced public knowledge and approach towards epilepsy have reported as a result of strapping public awareness and their willingness to understand the state of an epileptic patient. On the other hand; prevalence studies regarding epilepsy has revealed increasing number of studies from both developing and developed countries [8, 9] . Ancient belief and myths regarding this disease still holds a strong base in this modern era. Most of the believers reckon it as a demonic possession and they call it as "peeryan" in local pashto language meaning spirit or phantom. Measuring the rate of prevalence and spreading the awareness has been the primary steps to alleviate discriminations on the patients [10] . The epidemiological and community based studies completely lacks in this region and however this disease roots to be the common kind in such harsh area. Based on these facts, education hubs were designed that included primary, secondary schools, graduates and professional employees. What could be the possible reason for the disease to have such a higher degree of prevalence in these mountainous areas? Is nature playing any role? Is the cause food habits or lifestyle? All these questions need the attention of researchers and especially WHO for extensive research exploration. Neurocysticercosis, birth brain injury, intracranial infections, cerebrovascular disease, food, water, genetic and inherited factors should be investigated in this area for aetiological findings.
Prevalence is the measurement of a disease burden in the community, which has to be considered when planning the health needs at local, regional, and national levels. While knowing the degree of awareness, understanding and attitude toward a disease in a society is a necessary first step in eradicating discrimination against persons carrying the disease [8, 11] . Epidemiologic studies on epilepsy show wide variations in prevalence rates (PRs) from 0.9 to 57 per 1000 population [12] . Studies of the prevalence of epilepsy from the developing world have shown prevalence rates 2 to 25 times higher than the average prevalence rate of 5 to 6 per 1,000 in developed countries. This difference may be featured as misdiagnosis, unreliable definitions of epilepsy, failure to take into account the disease activity and contradictory definition of active epilepsy. While sometimes related to geographically relevant risk factors such as poverty, illiteracy, poor sanitation, inaccessibility of medical care, birth and accident related head trauma, cerebral cysticercosis and hot water induced seizures [8] . The global prevalence of epilepsy is generally taken as between 5 and 10 cases per 1000 persons. A very few epidemiological studies of epilepsy are available from Pakistan. This subject has not been thoroughly investigated especially in remote and hard areas. The recent estimates of population of Pakistan exceed 188.2 million [13] . Whereas the total number of trained neurologists in Pakistan is estimated to be less than 30 (verbal [8, 10] . However in Pakistan it was never done especially in remote areas. So national wide extensive researches are utmost needs and required. In Pakistan prevalence of epilepsy in general population is estimated to be 9.99 per 1,000 populations. Rural population was accounted to have twice the number (14.8/1000) as compared to urban population (7.4/1000) [15] .In population based studies, age and sex demographic distributions show discrepancies it appeared that the ubiquity was dominated by female as compared to male, In addition the degree of occurrence was found to be more in the younger population i.e. <30 yrs and supremacy ranging between 20 -40 yrs of age, followed by reduced prevalence between 40 -60 yrs of age. Among the pediatric age group, the pervasiveness of epilepsy is 18.5 (0.8-49.0) per thousand. Thus, children younger than 2 years of age and adults older than 65 are most likely to be affected [14] .
Generalized seizures were the most common seizure type in Pakistan. Among this the primary and secondary generalized seizures were reported in 52-70% and 15-25% cases respectively. Though the differentiation between primary generalized seizures and secondary generalized seizures was somewhat challenging to monitor. Similarly simple partial and complex partial seizures were reported in 5-9% and 5-12% cases respectively [16] ;In this era; near about 21-76% of epilepsy is considered as idiopathic. The supposed etiology varied between different age groups. Khan., et al reported history of perinatal complications in 76% of their sample [16] . Similarly Afzal .,et al reported 24% of meningitis or encephalitis cases, 24% patients had febrile seizures, 1% had hypoxic ischemic encephalopathy, 11% mental retardation and chromosomal abnormalities, 21% were considered idiopathic [17] . Aziz., et al have reported meningitis in 3.3% of cases; encephalitis in 6.6% of cases, neonatal jaundice in 7.5% cases, neonatal convulsions in 14.3% cases, hypertension in 5.4% cases and ischemic heart disease in 1.3% cases. In their study, 61.6% of cases were considered to have idiopathic epilepsy [18] . There are very few researches about the social responses and social unacceptability of epilepsy. Among the societal responses, epilepsy was taken to be contagious by 6.4% patients whereas 8.1% thought that it could lead to other ailments and 20.7% felt that people with epilepsy should not marry while only 3.1% endorsed their epilepsy to supernatural causes. Thus, this study was therefore undertaken to determine the prevalence and awareness of epilepsy among the primary, secondary, tertiary and employment level with in the educational hubs in Sheringal. [19] . The total area covered by this hilly valley is 7992.67 hectares, having total population of about 20,000. Farming, horticulture, carpentering, milling, local mercantilism of woods are the socio-economic profession of the peoples of this areas. This area is too much hard and remote with very low literacy rate (51%) [20] .
METHODOLOGY

General Description of the Area
Study Area
Shaheed Benazir Bhutto University (SBBU) and Government primary, high and higher secondary schools (both for male and females), which are situated within Sheringal valley; were the study areas. These were the main education hubs providing education at primary, secondary, undergrad and postgraduate level.
The study area was divided into various levels i. Primary level: includes children's from playgroup to class 5 th from university public school (male and female sections), government primary schools (male and female sections).
ii. Secondary level: includes school and college students both from university public high school and college and government higher secondary schools (male and female sections).
iii. Tertiary level: includes SBBU graduated and post graduate students from all faculties.
iv. Professional level: While in this level mostly keep teaching, non-teaching and administrative staff of all schools, colleges and university.
All of these makes a total of n= 5308 (20,000 total population of the area) population; among these n= 3256 were male while n= 2052 were that of female. Similarly at primary (n= 1800), secondary (n=2145), tertiary (n= 959) and professional (n= 404) level were studied for the desire findings.
Study Design
Conducted across sectional survey from April to September, 2015. Sample size was calculated as n= 5308, from the target population of 20,000. A stratified random sampling technique was used. Various questioners were designed in such a way that can gives clear determinants about the age-sex prevalence, level of awareness, familiarity and understanding of epilepsy. The screening questionnaire administered had a sensitivity of 100% for identifying persons with epilepsy. Mostly interviewed those patients that were declared by neurologists as an epileptic patient. The left of the population were designated as non-epileptic population. The awareness and prevalence's were determined in epileptic and non-epileptic patients. These procedures also have been used by other authors [9, 12, 21, 22] .
Sampling Tools
A data base was generated through a predesigned structure questionnaire. A total of 24 questionnaires; which were mentioned in Table  3 .1 and 3.2. The questionnaire was designed to cover the basic acquired questions regarding epilepsy awareness and prevalence responses. All were closed end questions; with "yes", "no" or "don't know" responses. The questionnaire had been field-tested for the first time in this remote area. For awareness; randomly distribute a total of n=500 questionnaires among secondary, tertiary and professional level. Primary levels were excluded from this response; as they were mostly children of playgroups.
Data Analyses
Data were mostly evaluated through descriptive statistics by using Microsoft office Excel 2007 and Graph Pad Prism 5.00. We used simple mean and percentages were ever applicable.
RESULT
According to analysis, a total of n=114 (2.1%) positive cases (epileptic) irrespective of educational level. High prevalence percentages were recorded in female at primary (60.7%) and secondary (35.7%) level. However, male population had higher (20.9% and 12.8%) rate of prevalence at tertiary and professional level respectively. Similarly Table 2 ; shows age and sex prevalence numbers (n) and percentages (%) among positive cases. High prevalence percentages were reported in the age range of 11-20 years among both genders male (61.6) and female (60.7), which constitutes a total of 61.4%. Positive epilepsy among older people was also reported in both genders. Figure 2 ; shows graphical presentation of age-sex prevalence's. Table 5 ; shows results for basic acquired questions about epilepsy from epileptic people. Question 1-9 comprises of those that questions that is related to understanding of epilepsy.
Questions 10-14; were a small attempt to credible social and environmental causative factors. Figure 6 ; shows graphical presentation of these questions. 
Table5: Basic acquired questions regarding Epilepsy from epileptic people within educational hub (n = 114)
Questions
DISCUSSIONS
These are the preliminary studies from Sheringal, KP, Pakistan; on prevalence and awareness of epilepsy. In this survey the cumulative epilepsy percentage among both gender within the educational hub were 2.2%; which makes prevalence of 21.5 per thousand of the sampled population; that were higher than the other results reported from Pakistan as well as both from developed and developing countries [23] . It shows that epilepsy and other seizure disorders are common and frequent in this region. Though these findings were having limitations; confined only to the educational hub of the Sheringal region. At primary, secondary, tertiary and professional levels; active epileptic cases in per thousand of the population were 29.4, 13.1, 11.6 and 54.5 respectively. These high prevalence figures may be due to so many factors e.g. cultural, traditions, customs, socioeconomic status, environmental, religious, genetics, illiteracy, hard, hilly and remote area etc; that need further extensive researches at social, behavior, genetics and molecular level. Beside these; it may also be due to population size sampled from selected population. Community based studies will further justify and vindicate these figures. The average prevalence rate in 32 studies from different parts of the world has been estimated at 5.16/1000 [23] . In Pakistan, 11.1 (an average in urban and rural areas) [14] , While some studies reported 9.8 [15, 24] There were so many studies that did not show any significant gender difference [26] ,But most of the surveys show high prevalence percentages in male; which is assumed to reflect the contribution of etiologic factors such as head trauma known to be more frequent in males [12, 27] . Similarly high prevalence percentage in female at primary (60.7%) and secondary (35.7); while these percentages were higher at tertiary and professional level in male population; 20.9% and 12.8% respectively. It is possible that epilepsy in women was underreported due to various social and cultural factors [28] , which need to be explored especially in this male dominant hard area.
High percentages were reported in the age range of 11-20 years among both genders male and female, which constitutes a total of 61.4%; 21-30 (16.8%) and 5.2% between the age of 31-50 years. Previous studies reported that 50% of the cases of epilepsy begin in childhood or adolescent and its prevalence's are higher in pediatric ages [21, 28] . Studies also reported positive epilepsy among older people in both genders. There is a lack of data on the epidemiology in all age; especially from remote areas of KPK in Pakistan; even though epilepsy is the most common serious chronic neurological condition in different age groups. The crude prevalence rate of epilepsy, of 9.98/1000 population of all age groups, has been reported in Pakistan and among these, 74.0% were aged <18 years. Whereas these percentages keeps fluctuating from country to country in Asia. The medium lifetime prevalence of epilepsy is estimated at 6/1000 persons in Asia [21, 29] . Child and adulthood epilepsy is increased when risk factors such as febrile seizures, head trauma, central nervous system infections, mental retardation and cerebral palsy are present [28] .
Knowing about a disease and their management is very much essential for the patients suffering and for the general population; especially in remote and hard areas. It is very much important for the prevention of inadequate information of future health care providers. Consequently, this may result in improved health support and quality of life of one suffering from various diseases. This study included questions on awareness of epilepsy [9] . Several studies have investigated public awareness and attitudes toward epilepsy in both developed and developing countries [22, [30] [31] [32] [33] . The results of these studies are not firmly similar because of the variation in population studied, questionnaires adopted, study design, respondents and methods used. Whereas some researchers have studied the whole population, a majority has sampled the population by different methods, either included or excluded the persons suffering from epilepsy [8] . In our studies, we mostly used closed-ended questions; for the sake of respondents understanding, open-ended question were also used as facilitating the response. Questions were answered either through postal inquiry, telephone inquiry and personal tend to answer differently in face-to-face interviews or than in a selfadministered questionnaire. We explore awareness regarding epilepsy and their respondents among epileptic patients (through face to face interview) and in general sampled population (self administered questioner). Among these 64.9% of the epileptic patients while 63.1% among general sampled population were unaware about their disease status; that may be due to poor states health and social policies regarding diseases and their managements. There are only two basic health units; one is within the premises of education hub while the other situated within the Sheringal local community. Both have physicians, technicians, lady health workers, nurses and dispensers. But most of the people preferred cities for their primary care; which is at a long distance of about 200Km from Sheringal. Poor patient counseling, pharmaceutical care and compliances; that are one of the key components of rational health services; subsist, that is the whole country problem. Besides that people trust that epileptic patients are possessed by evil and spirits and for that they referred religious spiritual healings and theo-therapies. Very few people were having excellent awareness; that may be due to the life sciences students (pharmacy, biotechnology, zoology etc). Some of respondents have adequate and average knowledge about the diseases that mostly affect brain. The study explored awareness at different level in a highly literate epileptic and non epileptic population of Sheringal. Studies from developing and developed countries mentioned by Radhakrishnan, K., et al., 2000 [8] , have revealed an awareness rate which is totally dissimilar to our current findings from this region of KPK, Pakistan. This high degree of awareness about epilepsy among the people of developing countries may be related to the high literacy rate, health policies, overpopulated conditions and closer interpersonal relationships [8] .
Familiarities with epilepsy vary in different countries according to their own social, medical, traditional, behavior and religious aspects and respects. The data shows results for the basic acquired questions (Q-1-4); which revealed that most of the people are familiar (74.6%) with the word epilepsy; they have heard about epilepsy. That is because elaborate the Q-1 to a level that can easily understand by the respondent in a local and non-medical language. For example, when we asked a question about whether or not he is aware about epilepsy, "Meerge" (in local language), seizures, and jerks; with troublesome understanding ultimately he replied in "yes"; followed by similar questions. This was the foremost strategy we planned to avoid the obstacles that pinpoint epileptic patients especially at primary and secondary level. give us indications that how much people understand epilepsy. Q-5 shows that 77.1% respondents don't know the initial procedure; how to attend and handle a patient during convulsions. These types of studies have been reported [34] , that were somewhat comparable. These difficulties were probably due to poor educative programs in epilepsy especially at primary levels. Therefore, services for educational health must be developed in special accordance to epilepsy In remote areas to overcome its consequences as early as possible [34] . People try to avoid communications and physical contact with the patients 15.0% of the respondents assumes that it is contagious or infective, whereas majority (68.4%) showed complete unawareness; Of about 40.1% people were deprived of the knowledge that epilepsy is a chronic neurological disorder and it can't be cured. While 35.9% respondents are unaware of the fact that can be treated and managed. About the symptoms; 37.9 % people think that all epileptic patients have same sign symptoms; 52. 4% don't know; 50.4% people know that epileptic patient can be treated through antiseizure drugs while 26.5% were unaware. Majority of the respondents were unaware about this fact that epileptic patient will use lifelong anti-seizure drugs. Somewhat similar studies were reported by [9] but the reports were confined to pharmacy students. Antiepileptic agents can successfully manage epilepsy [35] and hence improving quality of life in patients with epilepsy. It has been observed and reported that many patients with epilepsy have inadequate seizure control due to poor medication compliance [36] . [25] were due to pre or perinatal fixed encephalopathy, which is higher than the 4.8% reported from Rochester, USA [37] or even the 10% reported from Tunisia [38] . Surprisingly, prenatal fixed encephalopathy was not reported as a cause of epilepsy in either China or Pakistan [23] .In Pakistan, it may be due to poor research approaches. Pediatric intracranial infection was the second most common etiology in so many cases with a frequency of 4% similar to the 35% reported from other places except Pakistan where it constituted almost 10% of the cases [23] .Head injury, CNS infections, birth trauma, cerebrovascular disease, cerebral palsies, strokes, cerebral tumors, consanguineous marriages were the most causative factors reported in developed as well as in developing countries [23, 37, 39, 40] . In the current studies; an attempts were made on credible social and environmental causative factors (mentioned in Q 10-14); which need further exploration. No etiology (idiopathic, cryptogenic or symptomatic) on molecular or gene level was identified; some counter questions regarding drug abuse, cousin marriages, drinking water sources and local midwifes involve in handling labor inductions were asked. Among these 86.8% respondents consistently use stream water; which mostly comes from rocks and mountains containing minerals and salts in sufficient amount. Only 9.6% of the respondents using narcotics drugs; that may be due to the fact that they hide the reality; as it is consider as a nuisance and curse in this society. The percentages of cousin marriages were also very low. Beside that midwifes which are mostly untrained are actively involved in maternity health and child births. Non-technicality and mishandling during births may lead to minor to major head injuries which may appear later on in the form of fits and seizures.
CONCLUSIONS
It is concluded that prevalence of epilepsy is higher within educational hub in Sheringal area which is 21.5 per thousand of the population. The most frequent age limit is 11-20 among both genders. It was observed that level of awareness were very poor among epileptic as well as in general population of the educational hub. Most of the educated communities including epileptic patients were unfamiliar with epilepsy and its management. Credible social and environmental causative factors that may cause or may enhance epilepsy were also determined. Majority of population use stream water for drinking purposes; which mostly contains heavy metals and salts that may take part in neurological disorders. Untrained midwifes that mostly handled maternity health in this area; may also contribute in seizures.
STUDIES LIMITATIONS
Existing knowledge on the awareness and prevalence studies of epilepsy at primary, secondary, tertiary and professional level has been derived mainly from studies conducted or reported. However, difference in socio-cultural, traditional, behavior, ethnic composition, disease prevalence and awareness responses may not be entirely applicable to the other hard and remote areas of Pakistan. Local data are important in order to assess the magnitude of the problem and to target resources to patients and projects most in need. This information would certainly be of prime importance as part of the efforts to fill what has been called the "treatment gap" in epilepsy, especially among distant population of the country. For this WHO has recommended a strategy integrating epilepsy services at primary level; which need proper regulation and implementation.
RECOMMENDATIONS
From these finding, it is recommended that in KP, epilepsy should be properly monitored for prevalence and awareness responses at districts and union council and at all level of educations and professions as well, as they are consistently interact and may inversely affect the sufferers by self as well as make miserable the life quality of general population. People should be properly educated and trained for the first aid management of epilepsy. The community should avoid discriminations, stigmatization, false belief, perception regarding epilepsy and their victims.
